ANTURAN

200mg-c=

INDICATIONS:

1 Clinical states in which abnormal platelet

behavior is a causative or associated factor, as

demonstrated by:

~thromboembolism associated with vascular and
cardiac prostheses

~recurrent venous thrombosis

~arteriovenous shunt thrombosis

2 Chronic phases of gout, both the intercritical or

silent stage and the gouty arthritis stage.

DOSAGE AND ADMINISTRATION:
Thromboembolic conditions: - Usual daily
dosage is 600-800mg in divided doses. It is
recommended not to exceed 1000 mg (20 mg/kg
for a 50kg man) daily.
Gout: - Usual daily dosage is 200-400mg in
divided doses. This average dosage may be increased
to 800 mg if necessary, or reduced to 200 mg when
urate blood level has been satisfactorily controlled.
Minimum effective dose should be maintained
indefinitely without interruption even during acute
attacks, which should be treated concomitantly with
either Butazolidin or colchicine.

The change from other uricosuric agents to
Anturan should be made at full dosage.

It is important to distribute the total dose as
well as possible over a 24-hour period. It is recom-
mended that Anturan be taken with meals.

CONTRAINDICATIONS:

The safe use of sulfinpyrazone in pregnancy has not
been established. It should not be used during
pregnancy unless in the opinion of the treating
physician the expected benefits outweigh the
potential risks.

Active peptic ulcer.

Known hypersensitivity to sulfinpyrazone and
other pyrazolone derivatives. Severe hepatic or renal
disease, unless due to platelet aggregates.
WARNINGS:

Avoid salicylate therapy, unless administered under
careful supervision:

(i) Salicylates and citrates antagonize the uricosuric
action of sulfinpyrazone and may therefore interfere
with uric acid excretion.

(ii) Salicylates may cause unpredictable and at
times, serious prolongation of the bleeding time and
in combination with sulfinpyrazone may cause
bleeding episodes. If during Anturan therapy, aspirin
or another chemically-related drug must be used,
patients should be urged to report immediately

any undue bleeding episode.

It should be administered with care to patients
with a history of healed peptic ulcer.
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PRECAUTIONS:

As with all pyrazole compounds, patients receiving
Anturan should be kept under close medical
supervision and periodic blood counts are
recommended.

Recent reports have indicated that Anturan
potentiates the action of sulfonamides, e.g.,
sulfadiazine, sulfisoxazole. Other pyrazole com-
pounds e.g., phenylbutazone, potentiate the
hypoglycemic effects of sulfonylureas. There have
also been reports that phenylbutazone enhances the
effects of insulin in diabetics. Therefore, it is
recommended that Anturan be used with caution in
conjunction with insulin, sutfonamides, the
sulfonylurea hypoglycemic agents and, in general,
with agents known to displace, or to be displaced by,
other substances, such as penicillin, from serum
albumin binding sites.

Because Anturan is a potent uricosuric agent,
it may precipitate urolithiasis and renal colic,
especially in the initial stages of therapy, in
hyperuricemic patients. For this reason, an adequate
fiuid intake and alkalinization of the urine are
recommended. In cases with significant renal
impairment, periodic assessment of renal function
is indicated.

Since Anturan modifies platelet behavior and,
therefore, interferes with one of the components
of the blood-clotting system, it should be used with
care in conjunction with certain vitamin K antagonists
which inhibit clotting through a different mechanism.
Regular estimations of bleeding time should be
performed.

ADVERSE REACTIONS:
The most frequently reported adverse reactions to
Anturan have been gastric complaints or distur-
bances. Anturan may aggravate or reactivate peptic
ulcer. Gastrointestinal bleeding has been reported.
Skin rashes have been reported in rare instances.
When they occur, Anturan should be withdrawn.
Anemia, leukopenia, agranulocytosis,
thrombocytopenia have rarely been associated with
the administration of Anturan.

DOSAGE FORMS:

Anturan 100 mg: Each white, single scored tablet,
imprinted Geigy and bearing the identification code
FK, contains 100 mg sulfinpyrazone Geigy standard.
Supplied in bottles of 100 and 1,000.

Anturan 200 mg: Each white, sugar-coated tablet,
imprinted Geigy, contains 200 mg sulfinpyrazone
Geigy standard. Supplied in bottles of 100 and 500.
Product monograph supplied on request.

Geigy

Dorval, Qué. H9S 1B1
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N THE FALL of 1971, a French

obstetrician named Frederick Le-
Boyer published a book called Birth
Without Violence. In his book, Dr.
LeBoyer described his reasons for
changing his technique of delivering a
child. He felt that after an infant had
been folded up for nine months,
gently floating in the dark, it was cer-
tainly a shock to explode suddenly
into a world of bright, glaring lights,
loud noises and new surroundings. He
began to develop a method of deliver-
ing a child into a darkened room,
placing the infant on the mother’s ab-
domen and allowing the child to make
a slow transition into the world as he
would soon know it. He also com-
bined this technique with a warm bath
given to the infant after completion of
the delivery. He felt very strongly
about the bonding effect of having an
infant on the mother’s abdomen with
the head of the infant against the heart
of the mother, allowing the infant to
hear the familiar heartbeat.

Since 1971 I have read many books
about obstetrics, but none has affected
me more than this small book by
Frederick LeBoyer.

The Infant as a Person

I recall that the most fascinating
aspect of the method to me was the
idea that the infant is a human being
with feelings and emotions which per-
haps we have overlooked for many
years. For some time now, I have felt
that the actual moment of birth is an
event to be treated with awe.

As soon as the lights are made very
soft in the delivery room, the scene
takes on a calmness one can feel. I
personally usr the viewing box X-ray
light which illuminates the room well
enough to carry out all normal func-
tions and yet is not bright enough to
cause the infant to close his eyes. I
feel that a delivery is not routine, the
couple is not routine and the baby is
not routine. All are unique and the
moment of this birth will never hap-
pen again.

To me, it is sad to see so many of
my bright colleagues go out of their
way to criticize a simple idea. Le-
Boyer is not advocating that all babies
be delivered exactly the way he de-
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livers them. He is trying to slow
down the moment of impact into this
world. The way you do it is up to
you. Surely we all realize that a child
eventually must hear strange noises
and also must adapt to bright light,
but why do we have to rush it? Why
do we have to rush everything in life?

The average child spends 267 days
inside a dark pulsating world of
warmth. He knows the familiar
sounds of his mother. He knows of
warm liquid and the velvet lining of
the amniotic membranes. His lungs
are filled with liquid and soon he will
breathe air for the first time. Once his
lungs have filled with air and his
chest is rising and dropping rhythmi-
cally, why must we rush the separa-
tion from his mother? Why must we
unfold his fetal position before he is
ready?

Adapting LeBoyer’s Technique

I attempt to integrate LeBoyer’s
ideas within a standard hospital de-
livery. Every physician has the right
to deliver an infant by a method that
he feels comfortable with. If the
method I use caused harm to mother
or infant, I would alter my thinking.
For a mother or infant in distress, this
method has no place in proper surgi-
cal intervention, but what about all
the normal deliveries?

In his method of delivery, LeBoyer
does not drape the patient’s abdomen
or legs. He also does not use gloves
or mask. Again, each physician must
do what he feels is best for his pa-
tients. I personally feel that great ob-
stetricians in the past, such as Sem-
melweis, gave their whole lives to
help show that infection from physi-
cian to patient is a real threat. While I
do not feel that the maternal abdomen
will infect the infant, I do feel that I
might, therefore I wear gloves and a
mask.

When the patient is on the delivery
room table, I have the labor nurse
quietly prepare a warm bath. I use
two large bottles of sterile water, both
heated to 32 C. LeBoyer uses a large
aquarium type tank to bathe the child
in; however, I have found that the
portable instrument bowl serves just
as well.

CAN. FAM. PHYSICIAN Vol. 24: NOVEMBER 1978

SUMMARY

Gentle Birth

ALVIN PETTLE

No delivery of a baby is routine—each birth is a special event. For
the large percentage of normal deliveries, a more human,
personal approach can be taken, providing this is what the couple
and the doctor feel comfortable with. This article outlines one
approach based on the LeBoyer method of slow delivery in a
darkened room. (Can Fam Physician 24: 1186-1188, 1978).

Dr. Pettle practices obstetrics and gynecology in Rexdale,
ON. Reprint requests to: 89 Humber College Bivd., Suite 220,

Rexdale, ON. M9V 4B8

I now instruct the nurses to put all
the lights off in the delivery room ex-
cept the two X-ray lights on the back
wall. These lights are sufficient for
easy vision and safe delivery. The
fetal heart has not dropped, there is
no meconium and all is normal.

As the infant’s head begins to
crown at the perineum it becomes ob-
vious that the mother will require a
small midline episiotomy to prevent
vaginal tearing; however, I avoid epi-
siotomy wherever possible.

With a modified Ritgen maneuver,
the head of the child is delivered and
with gentle traction towards the floor
the anterior shoulder soon follows. At
this point, the nurse is quietly in-
structed to give an intramuscular in-
jection of Pitocin which will allow the
uterus to contract down and will
usually prevent postpartum hemor-
rhage. All is relaxed now, the largest
diameter has already been delivered
and the infant has not taken its first
breath. At this point, I suction the in-
fant’s mouth and nostrils. This is an-
other point of departure from Le-
Boyer, who delivers the infant and
then immediately places the child on
the mother’s abdomen, allowing natu-
ral drainage with the infant in the
head-down position. I feel strongly
that the first moment or two of life
should be under the direct observation
of the physician. Therefore, once I
am satisifed that the nose and throat
are clear of mucus, I cradle the infant
as it slowly moves out of the vagina
and into my arms. I do not unfold the
infant and I do not hang the child up-
side down. The spine has been curved
for nine months and I feel it should
stay curved until the infant is ready to
unfold itself.

The basin of water is now placed

between the mother’s legs and the
baby is placed gently in the water,
while the cord is clamped. LeBoyer
bathes the baby after the delivery is
completed and does not clamp the
cord until it has finished pulsating;
this I am sure allows for a very re-
laxed time for the infant. However, I
do not feel comfortable in placing the
child immediately on the mother’s ab-
domen. While I agree that the child
would do well to receive two sources
of oxygen—one from the cord and
one from his lungs—I do not feel that
this process is facilitated by having
the infant on the abdomen above the
placenta. With somewhat of a reser-
voir effect, the blood may in fact be
retrograde; the oxygen and blood may
indeed not reach the infant and cause
the desired effects. I therefore feel the
infant should be at the level of the
placenta, or lower. My reasoning be-
hind clamping the cord once the in-
fant’s lungs are working is the fact
that if the infant receives an extra vol-
ume of blood, neonatal jaundice may
be increased.

The suction machine is now turned
off and the only sounds are those
made by the baby and his parents.
There is an initial cry to clear the
lungs, but then there seems to be a
calm. There is no screaming and cry-
ing as ordinarily heard in the delivery
room. We have always felt that the
child who is yelling is a healthy in-
fant. LeBoyer feels that this is a very
frightened human being who has been
delivered into a fearful world of light,
noise and sounds so that its only re-
sponse is one of crying and terror
with its eyes tightly closed. It would
be similar to being locked in a closet
for nine months and being released
with a flashlight shining in your eyes.
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Once I am satisfied that the child is
relaxed and the chest is rising and
dropping slowly, that the heartbeat is
palpable and strong, I feel confident
that this infant can now be placed on
its mother’s chest. This is perhaps the
strongest reason I continue to use the
techniques suggested by LeBoyer.
This moment of bonding that takes
place between the infant and the
parents seems to be the most impor-
tant advantage of this type of de-
livery.

Breaking Routine

A great deal of rigid routine has
been broken in this method. Many
doctors are horrified at the idea of
doing a delivery in a darkened room,
but this does not mean one cannot
see. There is ample light from the
glow of the X-ray viewing box to see
all that is necessary for actual delivery
of the infant. The position of the head
is palpated and the suture lines will
give us all the information we need.
An episiotomy incision can also be
done with minimal light.

If mid forceps are necessary to
complete the delivery because the
mother has an inadequate pelvis, ob-
viously I cannot continue with this
gentle method of delivery. I feel that
an infant delivered from the mid
pelvis with forceps will likely be ben-
efited by oxygen because it is likely
to have bradycardia with the fetal
head pressure. Therefore if I cannot
see the fetal head at the time of deli-
very I switch to the more conven-
tional method of delivery.

I explain to the couple that the
child’s progress has stopped and for
medical reasons, I will change the de-
livery method. Obviously, a cesarean
section would fall into this category.
Another factor which would dictate
against this method would be the
presence of any signs of fetal distress
during labor. Therefore, bradycardia,
tachycardia and meconium are all
contraindications to a LeBoyer
method of delivery, as are breech de-
liveries. Certainly a premature infant
would never be delivered by this
method because of the extra precau-
tions needed.

I realize that an Apgar score cannot
be accurately given to an infant when
one cannot see whether or not the
child is pink; but surely a child whose
chest is rising and dropping slowly
with no respiratory distress can be ac-
curately assessed as being well in his
first minute of life. Also at this point,
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it is obvious that a child who is limp
and having trouble breathing can be
handed to the anesthetist who is
standing by to administer oxygen or
perhaps intubation, if needed. I do not
feel every child requires oxygen at the
time of delivery.

The look in a couple’s eyes at the
moment of first contact with their
baby is the reason for all the prepara-
tion. No matter whether or not we be-
lieve that we have brought a child into
the world who will become a great
person or an ordinary individual, no
one can take away that first moment.
It could have all been lost in routine,
but it is now a lasting memory. The
baby very often will open his eyes
and look directly into his parents’
faces. True, the child cannot see dis-
tinct features, yet it recognizes the
voice and feels the warm hands hold-
ing it beneath the warm towel. A pre-
heated blanket now covers the infant
while he is being held by his parents.
This will help keep the baby’s tem-
perature stable and will protect him
from any cold stress.

After the Birth

The couple is left alone now with
their child and I can return my atten-
tion (with a new pair of gloves) to the
delivery of the placenta and the sew-
ing of the episiotomy. A small over-
head operating light is now directed
on the vaginal opening and this allows
me to examine the cervix and vagina
in order to sew up the episiotomy
with a fine absorbable suture.

After the episiotomy is completed
the husband and I change out of our
greens and the mother and child re-
turn to the recovery room. The hus-
band is then taken to the recovery
room where the three of them will be
left alone. At this time, the mother
may breastfeed the baby if she
wishes. Following this the child will
be taken to the nursery for its official
weigh-in and the couple will be taken
to the postpartum floor where room-
ing-in arrangements will be made.

For me there has been ample reason
to know that what I have done has
been right for this couple and myself,
as well as the baby. However, I real-
ize many doctors are critical of this
method and I feel these critics deserve
answers. It is true that all medical
knowledge has required time-honored
proof before it is accepted by doctors.
But how are we to gather this new
knowledge? Some of us must embark
on new methods of delivery before we

can accept our present method as
being really the best for the infants we
deliver.

Follow Up

I keep records of all infants de-
livered in this way. Skin temperature
is taken upon arrival at the nursery.
The bilirubin levels are followed sep-
arately and compared with those of
infants delivered by the conventional
methods. To date, I have seen no ad-
verse effects in babies delivered
‘gently’.

I intend to tabulate all such de-
liveries over a five year period and
compare results. Another stage of
documentation will be the growth and
development of children so delivered,
noting ages of standing, walking and
talking. This, however, is a very sub-
jective approach and may be some-
what biased by the enthusiastic
parents. Another aspect which will
tend to make these children perform
earlier is parental involvement,
which, in this group of couples, is
very high. On the other hand, school
achievement will be more objective
and will make an interesting follow-
up in ten years.

According to LeBoyer, these chil-
dren do perform at a higher level of
achievement. Obviously, the high de-
gree of parental involvement has
something to do with this, but the
method of delivery certainly enhances
parental involvement to begin with.

Conclusion

This method is definitely not right
for all women. Many know nothing of
the method, or know of it yet feel that
it is not for them. I rarely suggest this
method to any couple—the feeling
and request usually come from them.

Couples requesting the LeBoyer
technique, I feel, are expressing their
own individual feelings about the de-
livery of their child. A doctor, on the
other hand, is also an individual with
a right to do deliveries the way he
feels best. The couples I have cared
for with this method are usually well-
read people and know that a doctor
delivering their child in a hospital is
the safest method. What they fear,
however, is that the love and personal
aspect of the relationship that formed
the child in the first place will be lost
in the impersonal routines of a hospi-
tal setting. This method gives the ulti-
mate start they want for their child.
We all need love and affection—even
with our first breath.
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